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Introduction

Many interventional studies have estab-
lished the prognostic importance of the
long-term control of risk factors in patients
with cardiovascular disease1-4. A compre-
hensive update of the guidelines for the
long-term management of patients with
atherosclerotic cardiovascular disease has
recently been issued by the American Heart
Association/American College of Cardiol-
ogy (AHA/ACC)5. 

The results of the EUROASPIRE II sur-
vey (European Action on Secondary and
Primary Prevention by Intervention to Re-
duce Events)6, however, have shown that
the implementation of secondary preven-
tion is not satisfactory in patients admitted
for acute coronary artery disease or inter-

ventions, and remains unachieved 1 year lat-
er. Comparison with the results of EURO-
ASPIRE I, published 3 years earlier, show-
ed minimal improvement7, and fueled the
impression of a “collective failure of med-
ical practice”8.

In many, or most tertiary hospitals in
Italy there are no formal programs for the
implementation of secondary prevention in
cardiovascular departments; this is tradi-
tionally left to the physicians in charge of
the patients’ care during their hospital stay,
and largely to the initiative of general prac-
titioners after discharge; no special role in
secondary prevention is generally assigned
to the hospital nurse staff.

As part of a quality improvement pro-
gram in a tertiary non-academic hospital,
we conducted a prospective observational

Key words:
Guidelines; Prevention.

© 2003 CEPI Srl

Received February 20,
2003; accepted April 17,
2003.

Address:

Dr. Giuseppe Steffenino

Cardiologia Interventistica
Azienda Ospedaliera
S. Croce e Carle
Via M. Coppino, 26
12100 Cuneo
E-mail: steffenino.g@
scroce.sanitacn.it

Nurses’ observational study on the practice
of secondary prevention in a cardiovascular
department
Giuseppe Steffenino, Monica Galliasso*, Cristina Gastaldi*, Nicoletta Ricca*,
Bambina Mangiacotti, on behalf of the Cardiovascular Department Secondary
Prevention Study (CVD-SPS) Group (see Appendix)

Cardiovascular Department, S. Croce e Carle Hospital, *Diploma Universitario Infermieri,
School of Nursing, Cuneo, Italy

Background. Although interventional studies have established the prognostic importance of the
control of risk factors in patients with cardiovascular disease, reviews invariably show that the im-
plementation of secondary prevention in patients with cardiovascular disease during hospitalization
for acute manifestations or interventions is unsatisfactory. The aim of this study was to observe sec-
ondary prevention practice in a cardiovascular department, as part of a quality assurance program.

Methods. Two hundred and twenty patients discharged from the intensive coronary care unit, car-
diac surgery unit and vascular surgery unit were prospectively included. Data were extracted from
medical records and discharge documents. One hundred and eleven patients with at least one modi-
fiable risk factor which was previously not corrected, were interviewed at discharge and were re-
assessed 3 months later.

Results. Written prescriptions about smoking cessation and weight reduction were given to 7 and
3% of smokers and overweight patients respectively. In 17% of patients no lipid measurement was
reported, and in 49% of patients with low-density lipoprotein (LDL) cholesterol levels > 129 mg/dl
statins were not prescribed. In patients with a history of infarction, aspirin and beta-blockers were
prescribed in 90 and 64% respectively. In diabetics, statins were prescribed to 48% and angiotensin-
converting enzyme inhibitors to 31%. Less than 40% of patients were able to refer appropriate lev-
els for their blood pressure, weight, and cholesterol, and 30% fully comprehended the importance of
smoking cessation. At the 3-month follow-up visit, 37% of patients had LDL cholesterol levels > 129
mg/dl – in half of these patients despite statins. In 61% of diabetics glycemic control was poor, and
one third of smokers had not stopped smoking.

Conclusions. These observations by the nurses have shown pitfalls in the implementation of guide-
lines, due to incomplete risk assessment, insufficient drug treatment and ineffective patient education.
These data are the starting point for upcoming actions of quality improvement in the cardiovascular
department of our hospital.
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study of secondary prevention in our cardiovascular de-
partment.

Methods

The aim of the study was to assess the current sec-
ondary prevention practice in the cardiovascular de-
partment, as the starting point for subsequent actions
for quality improvement. A basic requirement was,
therefore, that current practice should not change dur-
ing, or because of, the study. Although the medical staff
was informed about the ongoing observational study,
all data collection, interviews and follow-up visits were
performed independently by a group of nurses from the
cardiovascular department. All the participating nurses
adhered voluntarily to this research project. Before the
initiation of the study they participated in a 2-hour con-
ference where the recent AHA/ACC guidelines5 were
illustrated and discussed in detail.

Patients discharged from the intensive coronary
care unit, cardiac surgery unit and vascular surgery unit
between February 1 and August 31, 2002, with diag-
noses pertaining to coronary, cerebral or peripheral
artery disease were prospectively included in this ob-
servational study. Patient selection for enrolment in the
study was dictated only by logistic constraints due to
both the ordinary activity requirements and the work
shifts of the participating nurses.

Upon discharge, data were extracted from the med-
ical records and from the discharge documents given to
the patient, the arterial blood pressure was measured,
and a brief general interview was performed. Each
question was first read to the patient by the interview-
ing nurse, and was rephrased and explained if neces-
sary; a series of 2 to 4 short answers was then read and
repeated, and the patient was asked to choose the most
appropriate one(s). Patients with at least one modifiable
risk factor which was previously not known or not cor-
rected were scheduled for reassessment 3 months later. 

Patients who had stopped smoking since at least 1
month, and those who had smoked in the last 30 days
before the current admission were defined as previous
and current smokers, respectively. 

Patients with a body mass index < 25 kg/m2, between
25 and 30 kg/m2, and > 30 kg/m2 were considered within
the normal range, overweight, and obese, respectively9.

Patients were considered diabetics if they were be-
ing treated with insulin or oral agents, or if the fasting
blood glucose levels were > 126 mg/dl10. 

Low-density lipoprotein (LDL) cholesterol levels
were calculated using the Friedewald formula11.

A previous recent admission was defined as an ad-
mission within 30 days to the same or to another hospi-
tal for the same illness.

At the 3-month follow-up visit, the blood pressure
and body weight were measured, blood samples were
taken for the determination of the glucose, cholesterol,

triglyceride and glycosylated hemoglobin A (HbA1c)
serum levels, ongoing medication and intercurrent
events were recorded, and a brief interview was per-
formed again in the same way as above.

All patients gave their written consent to participa-
tion in the study, which was approved by the Institu-
tional Review Board of our hospital.

A paper-based case report form was used for data
collection. Data were computed in a database (Mi-
crosoft Access). Descriptive statistics, �2 tests and the
Student’s t-test were used as necessary. Data are re-
ported as means ± SD; p values of < 0.05 were consid-
ered statistically significant. All results are reported for
the whole cardiovascular department.

Results

Characteristics of the study cohort. Two hundred and
twenty patients discharged from the intensive coronary
care unit (n = 101), the cardiac surgery unit (n = 56) and
the vascular surgery unit (n = 63) were included in this
observational study. This cohort comprised 30% of a
population of 740 patients discharged in the same time
period from the three units (306, 137 and 297 patients
respectively) with a principal diagnosis of coronary,
cerebral or peripheral artery disease. 

In this cohort, as compared to the population, the
mean age was 66 ± 10 vs 69 ± 10 years (p = 0.001), and
23 vs 29% (p = NS) of the patients were female. In the
cohort the percentages of overweight and obese pa-
tients were 48 and 16% respectively.

Diagnosis at admission. Coronary artery disease, cere-
brovascular disease, and abdominal aortic or ilio-
femoral disease was the principal diagnosis in 72, 10
and 18% of patients respectively. Twenty-six percent of
patients had a history of a recent hospitalization.

Risk factors and previous events. A family history of
coronary heart disease and a personal history of hyper-
tension, dyslipidemia, previous cigarette smoking, cur-
rent cigarette smoking and diabetes were present in 49,
72, 50, 40, 26 and 22% of patients, respectively. The
first and second most frequent clusters of modifiable
risk factors were hypertension + dyslipidemia (36%)
and hypertension + diabetes (18%). At least one, two
and three modifiable risk factors were present in 93, 58
and 17% of patients respectively, and none in 3%. A
history of myocardial infarction, stroke, percutaneous
or surgical myocardial revascularization, and percuta-
neous or surgical vascular intervention was present in
34, 5, 20 and 9% of patients respectively, with 2 or
more events in 15% of patients, and none in 51%.

Major interventions during the present hospital
stay. Coronary angioplasty, coronary bypass surgery,
aorto-iliac percutaneous or surgical interventions and
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cerebrovascular percutaneous or surgical interventions
were performed in 43, 25, 18 and 14% of patients, re-
spectively, with at least one intervention performed in
209 patients (95%).

Risk assessment during the present hospital stay. In
37 patients (17%) the plasma lipid levels were not as-
sessed, nor were previous results noted in the medical
records; 29 of these had a recent admission, or were be-
ing treated with statins. The LDL cholesterol serum
levels could be calculated from the records in 177 pa-
tients (Table I): the levels were < 100 mg/dl, 100-129
mg/dl and > 129 mg/dl in 47 (27%), 61 (34%) and 69
(39%) patients respectively. The serum levels of HbA1c
were measured in 1 out of 36 diabetic patients who
were being treated with insulin or oral agents.

Lifestyle prescriptions. Written prescriptions about
dietary restrictions to achieve a body weight reduction,
and about smoking cessation were present in the dis-
charge documents of 4 out of 141 overweight/obese pa-
tients, and in the discharge documents of 4 out of 58 pa-
tients who were current smokers respectively. In no
case were written prescriptions to reduce the intake of
saturated fats and cholesterol given.

Blood pressure at discharge. Upon discharge, a sys-
tolic blood pressure > 140 mmHg, a diastolic blood
pressure > 90 mmHg or both were present in 68 (31%),
6 (3%), 71 (32%) and 6 (3%) patients respectively. In
25 (43%) of 58 diabetic patients, systolic and/or dias-
tolic hypertension was present at the time of discharge.
Sixty-eight of 71 patients with systolic or diastolic hy-
pertension at the time of discharge were being treated
with pressure-lowering agents.

Drug prescription. The drug regimens at the time of
admission and discharge are compared in table II. The
most frequent changes for single classes of agents were
the discontinuation of angiotensin-converting enzyme
(ACE)-inhibitors (n = 25) and of statins (n = 18) and the
initiation of therapy with statins (n = 41) and calcium
antagonists (n = 33). 

In 66 (51%) out of 130 patients with LDL choles-
terol levels ≥ 100 mg/dl statins were prescribed at the

time of discharge (Table I), namely: in 30 (50%) of 61
patients with LDL cholesterol levels ranging between
100-129 mg/dl and in 36 (52%) of 69 patients with
LDL cholesterol levels > 129 mg/dl. In patients with
LDL cholesterol levels ≥ 100 mg/dl, statins were pre-
scribed in 60 vs 40% of subjects ≤ 70 years (n = 80) vs
> 70 years (n = 50) (p = 0.05) and in 53 vs 46% of males
(n = 100) vs females (n = 30) (p = NS). 

In 83 patients with a history of a past or recent my-
ocardial infarction, antiplatelet agents, beta-blockers,
both, ACE-inhibitors, and all three agents were pre-
scribed in 90, 64, 59, 48 and 35% of cases respectively;
statins were prescribed in 50% of patients. Comparing
patients aged ≤ 70 years (n = 51) with those aged > 70
years (n = 32), antiplatelet agents + beta-blockers were
prescribed to 67 vs 49% (p = NS), ACE-inhibitors to 50
vs 50% and statins to 64 vs 31% (p = 0.007).

In 58 diabetic patients as compared to 162 non-dia-
betics, statins, ACE-inhibitors and both were at the time
of discharge prescribed to 48 vs 48%, 31 vs 45% and 19
vs 27%. 

Interview upon discharge. Patients were questioned
about the most appropriate course of action in case of
“sudden severe pain in the chest or upper stomach at
rest or during effort, radiating to one or both arms or to
the neck and lasting ≥ 5 min”. Of 197 patients who an-
swered this question, 166 said they would either call the
emergency ambulance system or ask somebody to take
them to the nearest hospital, and 31 (14%) said they
would either “wait and see”, or “send for the general
practitioner”. Questions about hypertension, dyslipi-
demia, and body weight were asked to 98, 75 and 56
patients who presented with these problems; the upper
acceptable limit for blood pressure, plasma cholesterol
and body weight could be told by 30, 39 and 32% of pa-
tients respectively. Out of 59 patients discharged on
statins, 29 (49%) could indicate which of the drugs list-
ed in the discharge letter were aimed at reducing their
plasma cholesterol levels, and 40 (41%) out of 98 pa-
tients with antihypertensive therapy could tell which
drugs were aimed at lowering their blood pressure. Of
44 current smokers who were interviewed, 31 (74%) ei-
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Table I. Low-density lipoprotein (LDL) cholesterol and statin
treatment at the time of admission and at discharge.

LDL cholesterol Total Statin treatment
(mg/dl)

Admission Discharge

< 100 47 30 30
100-129 61 20 30
> 129 69 15 36
Not assessed 43 20 12
Total 220 85 108

Table II. Drug treatment at the time of admission and at dis-
charge in the study cohort.

Agent Admission Discharge

ACE-inhibitors 42% 41%
Antiplatelet agent 73% 91%
Angiotensin receptor blockers 8% 5%
Beta-blockers 54% 58%
Calcium antagonists 25% 34%
Insulin/oral agents 16% 17%
Statins 39% 49%
Thiazide diuretics 8% 10%

ACE = angiotensin-converting enzyme.



ther said that “smoking light cigarettes” or that “reduc-
ing the number of cigarettes” might be a workable al-
ternative option to total cessation.

Follow-up visit. The 3-month follow-up visit was
scheduled in 118 patients; 1 patient had died, and 6
were lost to follow-up. Of 111 who were interviewed
at 3 months, one had survived a myocardial infarction
and another had undergone coronary artery bypass
surgery. 

Thirty-nine out of 58 patients who were current
smokers at the time of the index admission were seen at
follow-up; 14 (36%) still were current smokers.

Therapy with antiplatelet agents, beta-blockers,
ACE-inhibitors, and statins was present at follow-up vs
discharge in 88 vs 93%, 61 vs 60%, 41 vs 44%, and 50
vs 51% of patients respectively. At least one of these
agents had been discontinued between discharge and
follow-up in 8-18% of patients.

Systolic blood pressure was > 140 mmHg and/or di-
astolic blood pressure was > 90 mmHg in 37/111 pa-
tients (34%).

LDL cholesterol data were available for 99 patients
(Table III); levels ranged between 100-129 mg/dl in 35
patients and were > 129 mg/dl in 37 patients; 17 pa-
tients in each group were on statin treatment. Of 56 pa-
tients on statin treatment, only 19 (34%) had LDL cho-
lesterol levels < 100 mg/dl. LDL cholesterol levels
≥ 100 mg/dl persisted in 31 (72%) of 43 patients whose
levels exceeded 129 mg/dl during the index admission
and who were then seen at follow-up.

Follow-up data were available for 30 of 58 diabet-
ics; fasting blood glucose levels > 126 mg/dl and HbA1c
titers > 7% were present in 61 and 59% of patients re-
spectively; 11 (37%) were on ACE-inhibitors. LDL
cholesterol levels were ≥ 100 mg/dl in 18 patients
(60%), in 9 of these despite treatment with statins. 

Discussion

Coronary heart disease was the most frequent diag-
nosis in our study cohort; two or more modifiable car-
diovascular risk factors, and one or more cardiovascu-
lar events were present in the history of about half of
our patients, and major cardiovascular interventions
were performed during the hospital stay in 95%.

The data of this study show several pitfalls in the
management of risk factors in our patients. Global car-
diovascular risk assessment during the hospital stay was
not systematically and uniformly performed and docu-
mented. This is consistent with the results of EURO-
ASPIRE II6. Although, in contrast with that survey, we
did not specifically address the gap between the infor-
mation derived from patient interview and that extract-
ed from medical records, incomplete reporting was
specially apparent in our patients with regard to hyper-
lipidemia. In fact, although the total cholesterol and
triglyceride levels had been measured in virtually all
patients, LDL cholesterol levels were neither routinely
annotated nor considered.

Drug management during the hospital stay and pre-
scription at the time of discharge in hypertensive and
dyslipidemic patients were largely less than optimal.
Blood pressure control upon discharge was not satis-
factory in about one third of patients, in almost all cas-
es despite treatment with antihypertensive drugs. De-
spite long-standing evidence that statins improve sur-
vival in hypercholesterolemic patients with coronary
heart disease2, and notwithstanding more recent proof
that this is true even in patients with a myocardial in-
farction12 and in most subsets of patients at high car-
diovascular risk4 regardless of their blood cholesterol
levels, less than one half of our patients with dyslipi-
demia were discharged on statins. Consistent with pre-
vious reports13, a trend towards lower prescription rates
in elderly patients was also observed.

In patients with a myocardial infarction, the use of
beta-blockers, ACE-inhibitors and statins was lower
than recommended5. It was also lower than that cur-
rently used in a group of 11 hospitals serving as control
in the Guidelines Applied in Practice (GAP) initia-
tive14, and was similar to that observed in the National
Registry of Myocardial Infarction 315; a more marked
under-use of these drugs with advancing age was also
observed in our patients, particularly for statins.

In our diabetic patients treated with insulin or oral
agents, no assessment of the long-term glycemic con-
trol was made, and 43% had an inadequate control of
their blood pressure upon discharge. A strict monitor-
ing of the blood pressure may be specially important in
patients with peripheral arterial disease and type 2 dia-
betes16. Despite evidence of an improved survival in di-
abetics who take statins4,17,18 and ACE-inhibitors3, an
under-use of these agents was specially marked in our
diabetic patients. Intensive, multifactorial treatment,
with behavioral modifications and pharmacologic ther-
apy targeted to hyperglycemia, hypertension and dys-
lipidemia may substantially reduce the risk of both car-
diovascular and microvascular events in these pa-
tients19.

Written prescriptions about lifestyle changes and
dietary restrictions were virtually absent in the dis-
charge communications of our patients. One fourth of
our patients were current smokers at the time of admis-
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Table III. Low-density lipoprotein (LDL) cholesterol and statin
treatment at follow-up.

LDL cholesterol (mg/dl) Total Statins

< 100 27 19
100-129 35 17
> 129 37 17
Not assessed 12 3
Total 111 56



sion, and a large proportion apparently did not under-
stand the importance of complete cessation; in patients
with tobacco dependence, therapeutic counseling20

and/or nicotine replacement therapy21 should be con-
sidered in all cases.

Our patients also appeared to be inadequately in-
formed about risk factor interventions, targets for drug
treatment and therapeutic goals, indicating that patient
education had been neglected, or was not effective.
This might be due to an actual lack of time available to
cardiologists and surgeons in the busy cardiovascular
department – where increasing pressure is put on short-
ening the hospital stay, but certainly also to the absence
of appropriate standard internal protocols and path-
ways for the implementation of secondary prevention
measures, and possibly also to the perception by these
professionals that treatment of the acute event is their
primary role22. The lack of adequate risk factor advice
and treatment during the hospital stay is then likely to
be perpetuated in the primary care after discharge,
since at the 3-month follow-up the goals of blood pres-
sure, lipid and glycemic control, and of smoking cessa-
tion remained unachieved in a substantial proportion of
our patients. 

Several structured initiatives have focused on imple-
menting secondary prevention medical treatment23-25

and on providing comprehensive risk reduction coun-
seling for patients with demonstrated coronary artery
disease in the hospital setting13,14,22,26-28. The GAP ini-
tiative14 tried to incorporate guidelines into care
processes, and focused on both caregivers (physicians
and nurses) and patients, by creating tools and systems
that improve adherence to evidence-based therapies in
patients with an acute myocardial infarction. This ex-
perience is of special interest since it was carried out at
a State level in Michigan in collaboration with the
ACC, and a significant increase in the use of key treat-
ments was documented among a variety of institutions. 

Our investigation was planned in the framework of
a quality improvement initiative in the cardiovascular
department to improve secondary prevention through
the implementation of guidelines, and was aimed at
providing us with a comprehensive picture of our ongo-
ing practice. To the best of our knowledge, the involve-
ment of the staff nurses as primary investigators in this
setting constituted a new approach to the problem.

The effectiveness of nurse-led clinics for secondary
prevention in coronary artery disease has been demon-
strated in the primary care setting29,30. The participation
of the nurses in programs of secondary prevention
guidelines implementation in the cardiovascular de-
partment is fundamental; in fact, the nurses’ contact
with both the patients and their families during the hos-
pital stay is generally more prolonged, as compared to
that of physicians, and their intervention may prove to
be specially effective in patient lifestyle assessment and
counseling31-33 starting in the hospital setting, as well as
in lipid management34-37 initiatives. 

Acknowledgments

We wish to thank Mrs. Cinzia Renaudo for her sec-
retarial help.

This research was made possible by an unrestricted
research grant from Aventis Pharma SpA.

Appendix

The Cardiovascular Department Secondary Prevention Study
(CVD-SPS) Group

Simona Ammirata, RN; Danilo Bernardi, RN; Miriam
Cordero, RN; Giuseppe Di Lallo, RN; Laura Galvagno, RN;
Adriano Giubergia, RN; Simona Malusardi, RN; Valery Ro-
mano, RN; Sabina Scerra, RN.

References

1. Haskell WL, Aldermann EL, Fair JM, et al. Effects of in-
tensive multiple risk factor reduction on coronary athero-
sclerosis and clinical cardiac events in men and women with
coronary artery disease. The Stanford Coronary Risk Inter-
vention Project (SCRIP). Circulation 1994; 89: 975-90.

2. The Scandinavian Simvastatin Survival Study Group. Ran-
domised trial of cholesterol lowering in 4444 patients with
coronary heart disease. The Scandinavian Simvastatin Sur-
vival Study (4S). Lancet 1994; 344: 1383-9.

3. The Heart Outcomes Prevention Evaluation Study Investi-
gators. Effects of an angiotensin-converting-enzyme in-
hibitor, ramipril, on cardiovascular events in high-risk pa-
tients. N Engl J Med 2000; 342: 145-53.

4. Heart Protection Study Collaborative Group. MRC/BHF
Heart Protection Study of cholesterol lowering with sim-
vastatin in 20 536 high-risk individuals: a randomised pla-
cebo-controlled trial. Lancet 2002; 360: 7-22.

5. Smith SC Jr, Blair SN, Bonow RO, et al. AHA/ACC guide-
lines for preventing heart attack and death in patients with
atherosclerotic cardiovascular disease: 2001 update. A
statement for healthcare professionals from the American
Heart Association and the American College of Cardiology.
Circulation 2001; 104: 1577-9.

6. EUROASPIRE II Study Group. Lifestyle and risk factor
management and use of drug therapies in coronary patients
from 15 countries. Principal results from EUROASPIRE II
Euro Heart Survey Programme. Eur Heart J 2001; 22: 554-
72.

7. EUROASPIRE I and II Group. European Action on Sec-
ondary Prevention by Intervention to Reduce Events. Clini-
cal reality of coronary prevention guidelines: a comparison
of EUROASPIRE I and II in nine countries. Lancet 2001;
357: 995-1001.

8. De Backer G. A collective failure of medical practice? Eur
Heart J 2001; 22: 526-8.

9. National Institutes of Health. Clinical guidelines on the
identification evaluation, and treatment of overweigh and
obesity in adults - the evidence report. Obes Res 1998; 6
(Suppl 2): 51S-209S.

10. Report of the Expert Committee on the Diagnosis and Clas-
sification of Diabetes Mellitus. Diabetes Care 1997; 20:
1183-97.

11. Friedewald WT, Levy RI, Friederickson DS. Estimation of
the concentration of low density lipoprotein cholesterol in

G Steffenino et al - Cardiovascular nurses and secondary prevention

477



plasma without use of the preparative ultracentrifuge. Clin
Chem 1972; 18: 499-502.

12. Sacks FM, Pfeffer MA, Moye LA, et al. The effect of
pravastatin on coronary events after myocardial infarction
in patients with average cholesterol levels. Cholesterol and
Recurrent Events Trial Investigators. N Engl J Med 1996;
335: 1001-9.

13. The Clinical Quality Improvement Network (CQIN) Inves-
tigators. Low incidence of assessment and modification of
risk factors in acute care patients at high risk for cardiovas-
cular events, particularly among females and the elderly.
Am J Cardiol 1995; 76: 570-3.

14. Mehta RH, Montoye CK, Gallogly M, et al. Improving
quality of care for acute myocardial infarction. The Guide-
lines Applied in Practice (GAP) initiative. JAMA 2002;
287: 1269-76.

15. Fonarow GC, French WJ, Parsons LS, et al. Use of lipid-
lowering medications at discharge in patients with acute
myocardial infarction. Data from the National Registry of
Myocardial Infarction 3. Circulation 2001; 103: 38-44.

16. Mehler PS, Coll JR, Estacio R, Esler A, Schrier RW, Hiatt
WR. Intensive blood pressure control reduces the risk of
cardiovascular events in patients with peripheral arterial
disease and type 2 diabetes. Circulation 2003; 107: 753-6.

17. Goldberg RB, Mellies MJ, Sacks FM, et al. Cardiovascular
events and their reduction with pravastatin in diabetic and
glucose-intolerant myocardial infarction survivors with av-
erage cholesterol levels. Subgroup analyses in the Choles-
terol And Recurrent Events (CARE) trial. Circulation 1998;
98: 2513-9.

18. Sacks FM, Tonkin AM, Craven T, et al. Coronary heart dis-
ease in patients with low LDL-cholesterol. Benefit of
pravastatin in diabetics and enhanced role for HDL-choles-
terol and triglycerides as risk factors. Circulation 2002; 105:
1424-8.

19. Gaede P, Vedel P, Larsen N, et al. Multifactorial intervention
and cardiovascular disease in patients with type 2 diabetes.
N Engl J Med 2003; 348: 383-93.

20. A clinical practice guideline for treating tobacco use and de-
pendence. A US Public Health Service Report. JAMA 2000;
283: 3244-54.

21. Balfour D, Benowitz N, Fagerstrom K, Kunze M, Keil U.
Diagnosis and treatment of nicotine dependence with em-
phasis on nicotine replacement therapy. Eur Heart J 2000;
21: 438-45.

22. Mukherjee D, Lingam P, Chetcuti S, et al. Missed opportu-
nities to treat atherosclerosis in patients undergoing periph-
eral vascular interventions. Insights from the University of
Michigan Peripheral Vascular Disease Quality Improvement
Initiative (PVD-QI2). Circulation 2002; 106: 1909-12.

23. Stagmo M, Westin L, Carlsson R, Israelsson B. Long-term
effects on cholesterol levels and the utilization of lipid-low-

ering drugs of a hospital-based programme for secondary
prevention of coronary artery disease. J Cardiovasc Risk
2001; 8: 243-8.

24. Lacy CR, Suh DC, Barone JA, et al. Impact of a targeted in-
tervention on lipid-lowering therapy in patients with coro-
nary artery disease in the hospital setting. Arch Intern Med
2002; 162: 468-73.

25. Vale MJ, Jelinek MV, Best JD, Santamaria JD. Coaching
patients with coronary heart disease to achieve the target
cholesterol: a method to bridge the gap between evidence-
based medicine and the “real world” - randomized con-
trolled trial. J Clin Epidemiol 2002; 55: 245-52.

26. Fonarow GC, Gawlinski A, Moughrabi S, Tillisch JH. Im-
proved treatment of coronary heart disease by implementa-
tion of a Cardiac Hospitalization Atherosclerosis Manage-
ment Program (CHAMP). Am J Cardiol 2001; 87: 819-22.

27. Malach M, Quinley J, Imperato PJ, et al. Improving lipid
evaluation and management in medicare patients hospital-
ized for acute myocardial infarction. Arch Intern Med 2001;
161: 839-44.

28. Fox KF, Nuttall M, Wood DA, et al. A cardiac prevention
and rehabilitation programme for all patients at first presen-
tation with coronary artery disease. Heart 2001; 85: 533-8.

29. Campbell NC, Thain J, Deans HG, et al. Secondary preven-
tion clinics for coronary heart disease: randomised trial of
effect on health. BMJ 1998; 316: 1434-7.

30. McHugh F, Lindsay GM, Hanlon P, et al. Nurse led shared care
for patients on the waiting list for coronary artery bypass
surgery: a randomised controlled trial. Heart 2001; 86: 317-23.

31. Taylor CB, Miller NH, Herman S, et al. A nurse-managed
smoking cessation program for hospitalized smokers. Am J
Public Health 1996; 86: 1557-60.

32. Miller NH, Smith PM, DeBusk RF, et al. Smoking cessation
in hospitalized patients. Results of a randomized trial. Arch
Intern Med 1997; 157: 409-15.

33. Bolman C, de VH, van Breukelen G. Evaluation of a nurse-
managed minimal-contact smoking cessation intervention
for cardiac inpatients. Health Educ Res 2002; 17: 99-116.

34. Cofer LA. Aggressive cholesterol management: role of the
lipid nurse specialist. Heart Lung 1997; 26: 337-44.

35. Baillargeon JP, Lepage S, Larrivee L, et al. Intensive sur-
veillance and treatment of dyslipidemia in the postinfarct
patient: evaluation of a nurse-oriented management ap-
proach. Can J Cardiol 2001; 17: 169-75.

36. Senaratne MP, Griffiths J, Mooney D, et al. Effectiveness of
a planned strategy using cardiac rehabilitation nurses for the
management of dyslipidemia in patients with coronary
artery disease. Am Heart J 2001; 142: 975-81.

37. Allen JK, Blumenthal RS, Margolis S, et al. Nurse case
management of hypercholesterolemia in patients with coro-
nary heart disease: results of a randomized clinical trial. Am
Heart J 2002; 144: 678-86.

478

Ital Heart J Vol 4 July 2003


